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ABSTRACT 



This document provides guidelines for clinicians working 
with gifted, suicidal adolescents. It addresses: (1) the need to set limits 

in the early sessions of psychotherapy; (2) the necessity of maintaining a 
presence by making personal sacrifices through being accessible, talking on 
the phone, scheduling extra sessions and, in extreme cases, visiting the 
adolescents in the community; (3) enforcing therapeutic limits by using an 
active crisis intervention model that protects the adolescent from harm; (4) 
working with families in an outpatient setting to help parents protect their 
children from self-harm; (5) informing the youth that there will be 
disclosure to third parties when there is a threat of personal harm or 
violence; (6) maintaining therapeutic perspective when attempting to 
stabilize self -annihilative behavior; (7) instilling hope in the future and 
decreasing chances of future suicidal acts; (8) dealing with death of an 
adolescent; (9) helping an adolescent reclaim his or her life by regaining 
self-respect; and (10) terminating the treatment relationship. (Contains 41 
references.) (CR) 
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Adolescents are among the most difficult populations with whom to work therapeutically. Giovacchini 
(1985) wrote that they possess a "propensity for creating problems within the treatment setting 
[including]... their reticence about becoming engaged or their inclination to express themselves through 
action rather than words and feelings." 

Only a minuscule number of psychotherapists opt to work with these patients, whose problems may be 
giftedness, drug-dependence and/or self-destructive tendencies, up to and including suicide. Meeks and 
Bemet write that "the drama and finality of suicide conspire with the personality traits of suicidal 
youngsters to make treating the suicidal adolescent one of the psychotherapist's most exacting 
experiences." 

There are two unalterable clinical realities working with suicidal adolescents. Rule One: Some will die 
of drug overdoses, commit suicide or be murdered. Rule Two: There will be cases when concerned 
clinicians cannot change Rule One. 

Not infrequently, suicides occur in inpatient psychiatric programs having 24-hour surveillance. 
Maltsberger (1992, 1986) offers a partial explanation of why work with these adolescents cannot always 
be successful when he concludes that no test exists and no single variable exists to predict suicide. 
Kemberg urges the psychotherapist to "assess the degree of hopelessness... [that] plays a most important 
role as a predictor of risk [when the therapist experiences] a sense of pessimism about the treatment and 
about the patient, and his/her own therapeutic skills." 

Samorajczyk writes that alienated youngsters "want to know where the limits are — and that someone 
gives a damn" to guide them in their search for what is expected of them. When there is fear that the 
adolescent is out of control and might harm him/herself, most psychotherapists and psychoanalysts, 
choosing not to become more humanistic, active-directive and pragmatic, will be impotent in providing 
the limit-setting that suicidal adolescents desperately need. 

Since suicidal, drug-dependent adolescents engage in illicit behavior, they trust no one. Initially, the 
therapist is viewed to be a formidable foe who possesses the power either to force them to terminate 
pleasurable drug-induced euphoria or to incarcerate them. 

While describing working with suicidal adolescents, Jobes contends a negative transference dynamic 
exists because "the clinician is. ..seen as a member of the.. .generation from which the adolescent seeks 
autonomy, and a teen's associations [with] seeing a 'doctor' or a 'shrink' may have a long history that can 
be antagonistic to the kind of relationship needed for good treatment." 

Until the therapist accepts the mandate to prove personal credibility, alienated adolescents neither will 
like nor trust the therapist who becomes a target for their unmitigated hostility and sarcasm. To protect 
themselves from being wounded, such adolescents often project an antagonistic, obnoxious attitude 
before acquiescing to treatment. 

Early Sessions: Limit-Setting 

Limit-setting forms the basis of the therapeutic alliance during the first month. Masterson maintains it is 
"impossible to wait for a relationship to be established before starting to set limits.. .as early as possible, 
[which] is the unique means of establishing the therapeutic alliance and... is the very gesture of caring the 
patient hungers for." 
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The therapist can have no ambivalence in a life-or-death crisis. Any hesitation can be fatal. Until the 
adolescent fears intervention by the treatment agent or feels hope for the diminution of pain often caused 
by impulsive acts, he or she will have no incentive to change. Initially, the clinical challenge is to 
decrease life-threatening behavior by enforcing compliance, which makes therapy tumultuous. 

During the potentially lethal phase of treatment when the adolescent is out of control, the 
psychotherapist needs to be decisive to decrease the possibility of impulsive, annihilative suicidal acts. 
Desperate, often heroic limit-setting therapeutic strategies are necessary. The most controversial point in 
the treatment relationship occurs when the psychotherapist imposes him- or herself as the central figure 
by determining therapeutic limits. 

Understandably, most psychotherapists are uncomfortable with this treatment orientation, but given the 
special clinical challenges of suicidal adolescents, this is not negotiable during the beginning phase of 
treatment. It becomes the sine qua non of therapeutic behavior necessary to maximize survival. 
Schneidman states: 

The way to save a suicidal person is to cater to that individual's infantile and realistic 
idiosyncratic needs. The suicide therapist should, in addition to other roles, act as an 
existential social worker, a practical person knowledgeable about realistic resources. The 
therapist needs to work diligently, always giving the suicidal person realistic transfusions of 
hope, until the perturbation intensity subsides enough to reduce the lethality to a tolerable, 
life-permitting level. 

Maintaining a Presence 

Working with self-destructive or suicidal adolescents whose crises occur at times other than 
appointments can create scheduling problems by necessitating missing sessions with others and 
disrupting one's personal life. When the therapist vacations, continued communication and continuity are 
crucial, as Motto points out, "to maintain the psychological sense of 'presence'... to demonstrate... [that] 
the therapist's concern for the young person is not limited... One of the most common circumstances for 
suicidal acting out is when the therapist is away.. .[because] it can so easily stir the fears and feelings of 
abandonment that generate suicidal impulses." 

Unless the therapist is prepared to make personal sacrifices by being accessible, by talking on the phone, 
scheduling extra sessions and, in extreme cases, visiting the adolescent in the community, this treatment 
population needs to be avoided. Until the crises abate, accessibility is required on a 24-hour, 
seven-day-a-week basis. 

When anticipating being inaccessible, if possible, the psychotherapist needs to introduce the adolescent 
to the covering professional and make provisions to be reached by phone either by providing a number 
or arranging for notification through the answering service should a potential emergency or crisis arise. 

It needs to be stressed that survival of the adolescent precedes transference-countertransference issues. 

The burden to convince suicidal, alcohol and drug-addicted adolescents to return for the next session is a 
crucial clinical challenge. A simultaneous goal would be to persuade the adolescent to begin not only to 
trust but also to believe that the credentialed professional possesses the power to force him or her to 
cease all drug-related activities. 

Initially, there can be no therapeutic continuity because self-annihilative adolescents are volatile. It 
becomes difficult to formulate intermediate or long-term psychotherapeutic goals, other than survival. 
Treatment difficulties may be further compounded in the case of gifted, self-destructive adolescents 
exiled by their families for disrespectful and illicit behavior, expelled from high school or college, 
devastated by the loss of a significant relationship, and/or subjected to legal consequences or assaulted 
by drug associates. 

A Model of Protection 
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It is important not only to define therapeutic limits but also to enforce them by using an active crisis 
intervention model that protects the adolescent from harm. A direct crisis-intervention approach assumes 
suicide can be prevented; otherwise, inpatient treatment must be sought. 

Sometimes, at-risk adolescents miss a session to test limits. Sometimes, they arrive intoxicated, creating 
an immediate treatment crisis that needs to be resolved. The therapist must decide whether to cancel the 
session or continue. If, however, the therapist decides to continue the meeting, the implicit message can 
be condonement of confirmed drug abuse. 

Issues of Confidentiality 

Confidentiality is an important issue. The psychotherapist needs to inform the youth there will be 
disclosure to third parties when there is a threat of personal harm or violence. Shneidman recommends a 
kind of "modification of.. .confidentiality" since the therapist cannot be allied with death. Statements 
given during the therapy session relating to the patient's overt suicidal (or homicidal) plains are not "a 
secret between two collusive partners." A written agreement can clearly detail the therapist's policy 
about confidentiality and disclosure. For instance, my agreement with patients reads: 

Our relationship is confidential, protected by the ethics of the American Psychological 
Association and statutes of Massachusetts. There are, however, three exceptions when I 
have a moral and legal duty to inform others: when you (1) discuss your intent to harm 
someone; (2) inform me you consider hurting yourself; and (3) describe a future illicit act. 

While your interests and welfare are my primary concerns, when believing you want to hurt 
yourself or others, I will intervene. 

Please sign signifying you understand the three provisions stated herein. If you cannot agree 
to this arrangement, then it makes sense for you to work with someone else. If you violate 
this contact by not discussing your behavior with me before you act, I reserve the right to 
terminate our relationship. 

name: 

witness: 

date: 

In my three-and-a-half decades of working with gifted, self-destructive, drug-dependent adolescents, I 
have not seen them discuss future self-destructive or illegal acts unless they want to be restrained. Their 
disclosure, therefore, can be interpreted to be a plea for external control. A firm, rational discourse 
provides reassurance that there will be limit-setting to the healthy part of the adolescent that wants to 
live. 



The Family 

Robinson believes working with families in an outpatient setting to be "important, particularly when the 
child's suicidal state is reactive to inappropriate parental behavior" that explicitly suggests disclosing 
information about self-destructive acts. Parents have the ultimate responsibility to protect their children 
from self-harm. The psychotherapist who does not attempt to elicit external assistance for 
self-destructive behavior could be accused of not trying every resource to contain the adolescent's 
self-destructive behavior. By helping the youth gain the resolve to control and curtail such behavior, the 
psychotherapist is placed in a position of parental surrogate. Bonding occurs concurrently with 
therapeutic interventions to limit potentially explosive self-hatred, shame, devastation and rage, because 
the therapist becomes the "good parent" who protects the adolescent from self-harm. 



Sometimes the family of the suicidal adolescent is so dysfunctional it may not be possible to include 
members as part of the treatment team. Leenas and Lester urge caution involving the family, saying "the 
system is often inflexible. Denial, secretiveness and especially a lack of communication are seen." 
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Psychotherapeutic Approaches 

During the course of therapy with suicide-prone adolescents, the therapeutic mandate is to maximize the 
chances of survival. Any neglect of that task will appear to the patient to be the ultimate irresponsible, 
noncaring act. 

Working with impulsive adolescents who engage in death-defying behavior runs contrary to Szasz's 
advice "not to show that you are humane, that you care for [the patient]...Your sole responsibility is to 
analyze him." Wachtel presents a more moderate view of therapeutic neutrality which is designed "to 
assure that we do not muddy the waters of transference.. .We are always observing something that occurs 
in relation to us, and not just to us as screens or phantoms, but to us as...flesh-and-blood human beings 
sitting in the consultation room." 

Jobes recommends rejecting the dynamic approach when working with suicidal adolescents. The 
suicidal adolescent, Laufer (1995) writes, "urgently needs skilled help and understanding, so that he 
feels less alone with his... determined belief that to be dead is the only answer.. .Unsuitable help or 
superficial caring is much more harmful than no help at all during the crisis period. No help, rather them 
inappropriate help, leaves open the hope that there may be a caring person nearby, but inappropriate help 
is experienced as confirmation that he can die, because nobody cares." 

Symbolically sinking in quicksand, the adolescent will drown unless there is heroic intervention by the 
psychotherapist. Therapists who worry about the ramifications of disturbing the 
transference-countertransference formation must recognize that unless they intervene, death is absolute. 

The most important countertransference task is to maintain therapeutic perspective when attempting to 
stabilize self-annihilative behavior. The therapist must remain a rational and responsible restraining 
force by questioning personal motives, e.g.: Do I become excessively angry when disappointed or 
disobeyed? Do I wish to punish when feeling frustrated? Do I hate or wish to replace parents? Do I feel I 
am owed respect, appreciation and compliance? Do I feel relief when the adolescent cancels an 
appointment? Do I hope the relationship ends? 

Therapeutic Responsibilities 

Substance-abusing suicidal adolescents seek immediate gratification and relief. Consequently, they 
demand the psychotherapist produce results. Initially, the charisma of the mental health worker may be 
the primary reason to live because not infrequently everyone, including the adolescent, has conceded 
there is little hope for recovery. By conscious choices these adolescents have trapped themselves in a 
painful labyrinth where expectations of failure, rejection, mistrust, pain and loneliness become 
self-fulfilling prophesies. The youth may feel so overwhelmed and dejected that death may appear the 
most viable escape. 

Joffee posits, "When adolescents feel. ..out of control, vulnerable and helpless, the idea of suicide gives 
them a sense of power over their.. .lives and a weapon to be used against others. It enables them to nurse 
a fantasy in which it is the parent or therapist who is seen to be-and, indeed, is made to feel-impotent and 
helpless." 

The therapists' task is to instill hope in the future. After the treatment agent has been convinced by the 
adolescent that the threat of death has been diminished, an aggressive advocate stance helps to restore 
hope and decreases the chances of future suicidal acts. Expectations on the part of the patient for the 
psychotherapist to function as a personal advocate may be the initial motivation to enter into therapy. 

The act of advocacy permits the psychotherapist to maintain expectations for growth." 

Finally, because some adolescents require more time before they begin to realize their potential, the 
credentialed professional must have an indefatigably optimistic and idealistic attitude never to give up or 
to quit. 
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Reactions to Death 

Undeniably, suicide is an occupational hazard which confronts the psychotherapist who works with 
self-destructive adolescents. Goldstein and Buongiomo interviewed 20 psychotherapists who had 
patients commit suicide and reported that the therapists were permanently affected in two ways: first, the 
experience remained vividly in their minds; second, they tended to no longer minimize suicidal 
behavior, attempts and gestures. 

Giovacchini (1992) further suggests that adolescents can provoke disruptive countertransference 
reactions, because "the intensity of their neediness and defiance may completely dominate the 
therapeutic setting and disrupt the orderly course of treatment.. .Countertransference may destroy the 
treatment relationship or it may lead to therapeutically beneficial insights." 

My reaction to the death of an adolescent, whether by an act of suicide or homicide, is profound 
self-condemnation. I curse my ignorance, impotence and incompetence any or all of which may have 
contributed to death. 

While painful and humbling, any ex post facto investigation not only purges guilt, but also enables the 
therapist to devise strategies that may be utilized in other life-threatening crises. Winnicott suggests, "If 
an analyst is to analyze psychotics or antisocials, he must be able to be so thoroughly aware of the 
countertransference that he can sort out and study his objective reactions to the patient. These will 
include hate." 

The "adoptive process" in the residential treatment of adolescents has been viewed as the acting out of a 
rescue fantasy on the part of professionals who have not resolved their adolescent conflicts or who seek 
to become parental surrogates due to unfulfilled personal needs (Palmer and colleagues). 

Shay attributes the need to rescue to an unforgotten, unresolved countertransferential reaction: 

When we were teens, many of us were concerned with where we stood with our peers.. .With 
our newfound sexual yearnings, many of us had the developmentally appropriate wish 
to.. .be adored.. .As we aged, we made peace with these needs as we shaped our identities, 
found groups to include us, found significant others to love us.. .The wish to belong, the 
yearning to be admired, the need to feel loved are frequently revived by our... patients who 
live these issues passionately every day.. .To borrow a phrase, "We have met the adolescent, 
and he is us." 

If one accepts this notion of an inherent over-identification with our adolescent patients, 
then the countertransference wish to rescue them is.. .comprehensible. It is something like 
the Golden Rule of Countertransference: Rescue others as you would have liked to be 
rescued yourself. 

Certainly, the rescue pattern plays a part in my life. My recurring dream has been described best by J.D. 
Salinger in The Catcher in the Rye when he wrote about Holden's fantasy preoccupation: 

I keep picturing all these little kids playing some game in this big field of rye and all. 

Thousands of little kids, and nobody's around-nobody big, I mean-except me. And I'm 
standing on the edge of some crazy cliff. What I have to do. I have to catch everybody if 
they start to go over the cliff-I mean if they're running and they don't look where they're 
going. I have to come out from somewhere and catch them. That's all I'd do all day. I'd just 
be the catcher in the rye and all. I know it's crazy, but that's the only thing I'd really like to 
be. 



For me, the clinical challenge is to prevent the adolescent from falling over the "crazy cliff' that 
symbolizes destruction and death. I dread thinking about those who committed suicide or were 
murdered. It has proven beneficial, in retrospect, because I have the courage and resilience to examine 
what I could have done differently. I have strength to remain involved with those self-destructive, 
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drug-dependent adolescents with whom I struggle to help to survive. 

Psychotherapists who do not dream about rescue fantasies need to disqualify themselves from working 
with gifted, suicidal, drug-dependent adolescents because, without heroic therapeutic intervention, the 
probability of injury and death is increased significantly with intervention. 

The Adolescent and Self-Respect 

There can be no finer reward than trying to help an adolescent reclaim his or her life by regaining 
self-respect, a primary psychotherapeutic goal. Bratter and others (1995) describe a therapeutic 
definition of self-respect which stresses: the concept of choice based on humanistic values that include 
concern for others and a sense of social responsibility, honesty and the integrity to be assertive. The 
adolescent needs to behave in a congruent way to achieve immediate to long-term personal-professional 
goals without depriving others of their rights. 

Saying Good-Bye 

Perhaps one of the most crucial developmental tasks of self-respect is to help the adolescent terminate 
the bonds of dependency and become autonomous. "Setting free" means free to terminate the treatment 
relationship with no pressure either to return or to be gratefiil. Saying good-bye can be liberating, but the 
adolescent retains the option to correspond or communicate periodically. This can be encouraged 
provided it primarily satisfies the needs of the adolescent, not those of the therapist. 

The termination is similar to all treatment relationships with adolescents. Should the psychotherapist 
encounter difficulty or feel entitled to continue the relationship, this needs to be resolved because it 
signals a countertransference problem exists. The adolescent does not owe the psychotherapist anything. 

Dr. Bratter is president-founder of the John Dewey Academy. The residential, college preparatory high 
school offers treatment for gifted, self-destructive adolescents aged 15 to 21. It is located in Great 
Barrington, Mass. 

References 

1. Bratter TE. Failing but learning: working with gifted, self-destructive adolescents. Presented at 
Child and Adolescent Self-Destruction Meeting, Division of Continuing Education, department of 
psychiatry. Harvard Medical College. 1996; Boston. 

2. Bratter TE. Group psychotherapy with alcohol and drug addicted adolescents: special clinical 
concerns and challenges. In: Azima FJC, Richmond LH, eds. Group Psychotherapy. Madison, 
Conn.: International Universities Press; 1986b. 

3. Bratter TE. Responsible therapeutic eros: the psychotherapist who cares enough to define and 
enforce behavior limits with potentially suicidal adolescents. Counseling Psychologist. 
1975b;5(4);97-104. 

4. Bratter TE. Special clinical psychotherapeutic issues for alcoholic and drug dependent 
individuals.. In: Bratter TE , Forrest GG, eds. Alcoholism and Substance Abuse: Strategies for 
Intervention. New York: Free Press; 1985. 

5. Bratter TE. When psychotherapy becomes a war: working with gifted, drug-dependent 
adolescents. Presented at The Addictions: Guidelines for Treatment. Meeting, Division of 
Continuing Education, department of psychiatry, Harvard Medical College, 1995, Boston. 

6. Bratter TE. The psychotherapist as advocate: extending the therapeutic alliance with adolescents. J 
Contemp Psychother. 1996-1977;8(2):1 19-127. 

7. Bratter TE. Treating alienated, unmotivated, drug-abusing adolescents. Am J Psychother. 
1973;27(4): 585-598. 

8. Bratter BI, Bratter CJ, Bratter TE. Beyond reality: the need to (re)gain self-respect. Special issue: 
adolescent treatment: new frontiers and new dimensions. Psychotherapy: 1995;32(l):59-69. 

9. Brennan T. Adolescent loneliness: linking epidemiology and theory prevention. In: Klerman GL, 
ed. Suicide and Depression Among Adolescents and Young Adults. Washington: American 
Psychiatric Press; 1986. 




07/17/98 15:34:55 



JANUARY 97 CME Http://www.mhsource.com 



http://www.mhsource.com/edu/psytimes/p970 1 50.html 



10. Catenaccio R. Crisis intervention with suicidal adolescents: a view from the emergency room. In: 
Zimmerman JK, Asnis G, eds. Treatment Approaches with Suicidal Adolescents. New York: John 
Wiley & Sons; 1995. 

1 1 . Easson WM. Patient and therapist after termination of psychotherapy. Am J Psychother. 
1971;25(4):635-642. 

12. Giovacchini PL. The severely disturbed adolescent. In: Branded JR, ed. Countertransference in 
Psychotherapy with Children and Adolescents. Northvale, N.J.: Jason Aronson; 1992. 

13. Giovacchini PL. Countertransference and the severely disturbed adolescent. In: Feinstein S, Sugar 
M, Esman A, et al., eds. Adolescent Psychiatry, Developmental and Clinical Studies. Chicago: 
University of Chicago Press; 1985. 

14. Giovacchini PL. The difficult adolescent patient: countertransference problems. In: Feinstein SC, 
Giovacchini PL, eds. Adolescent Psychiatry: Developmental and Clinical Studies, Vol. III. New 
York: Basic Books; 1974. 

15. Goldstein LS, Buongiomo PA. Psychotherapists as suicide survivors. Am J Psychother. 
1984;38(3);392-398. 

16. Jennings JL, Williams C, Thompson-Owens M. Treating addictive patients at suicidal risk. 
Psychotherapy. 1994;31(4):700-707. 

17. Jobes DA. Psychodynamic treatment of adolescent suicidal attempters. In: Zimmerman JK, Asnis 
GM, eds. Treatment Approaches with Suicidal Adolescents. New York: John Wiley & Sons; 

1995. 

18. Joffe R. "Don't help me! "-the suicidal adolescent. In Laufer M, ed. The Suicidal Adolescent. 
Madison, Conn.: International Universities Press; 1996. 

19. Kemberg PF. Psychological interventions for the suicidal adolescent. Special Section: adolescent 
psychotherapy. Am J Psychother. 1994;48(l):52-63. 

20. Laufer M. Understanding suicide: does it have a special meaning in adolescence?? The Suicidal 
Adolescent. Madison, Conn.: International Universities Press: 1996a. 

21 . Laufer M. Can we prevent suicide in adolescence? In: Laufer M, ed. The Suicidal Adolescent. 
Madison, Conn: International Universities Press: 1996b. 

22. Leenas AA, Lester D. Assessment and prediction of suicide risk in adolescents. In: Zimmerman 
JK, Asnis GM, eds. Treatment Approaches with Suicidal Adolescents. New York: John Wiley & 
Sons Inc.; 1995. 

23. Maltsberger JT. The psychodynamic formation: an aid in assessing suicide risk. In: Maris RW, 
Berman AL, Maltsberger JT, Yufit RL, eds. Assessment and Prediction of Suicide. New York: 
Guilford Press; 1992. 

24. Maltsberger JT. Suicide Risk: The Formation of Clinical Judgment. New York: New York 
University Press; 1986. 

25. Masterson JF. Treatment of the Borderline Adolescent: A Developmental Approach. New York: 
Brunner-Mazel; reprinted 1985. 

26. Meeks JE, Bemet W. The Fragile Alliance: An Orientation to the Psychiatric Treatment of the 
Adolescent. Malabar, Fla: Krieger Publishing Co.; 1990. 

27. Motto JA. Treatment concerns in preventing youth suicide. In: Peck ML, Farberow NL, Litman 
RED, eds. Youth Suicide. New York: Springer Publishing Co.; 1985. 

28. Palmer, Harper and Rivinus 1983 (residential treatment of adolescents) missing reference needed 
from author. 

29. Robinson LH. Outpatient management of the suicidal child. Am J Psychotherapy. 1984;37(3):399- 
412. 

30. Salinger JD. The Catcher in the Rye. Boston: Little Brown; 1951. 

3 1 . Samorajczyk J. The psychotherapist as a meaningful parental figure with alienated adolescents. 
Am J Psychother. 1 97 1 ; 25 : 1 1 0- 1 1 6. 

32. Shay, JJ. The wish to do psychotherapy with borderline adolescents-and other common errors. 
Psychotherapy. 1 987;24(4):71 2-71 9. 

33. Schlossberger ES, Hecker L. HIV and family therapists' duty to warn: a legal and ethical analysis. 
J Marital Family Therapy. 1996;22:1, 27-40. 

34. Shneidman E. Suicide as Psychache: A Clinical Approach to Self-Destructive Behavior. 
Northvale, N.J.: Jason Aronson; 1993. 

35. Sutherland RL. Choosing as a therapeutic aim: method and philosophy. J Existential Psychiatry. 
1962;2:368-374. 



O 

ERIC 



9 



07/17/98 15:34:55 



JANUARY 97 CME Http://www.mhsource.com 



« 



http://www.mhsource.com/edu/psytimes/p970 1 50.html 
■ » * 



36. Szasz TS. The case against suicide prevention. Am Psychologist. 1 986;4 1 (7): 806-8 12. 

37. Szasz TS. Medicine and the state: the First Amendment violated. Humanist. 1973;33(2):1-11. 
Unable to verify-ak 

38. Szasz TS. The Ethics of Psychoanalysis: The Theory and Method of Autonomous Psychotherapy. 
New York: Basic Books; 1965. 

39. Tarasoff v. Regents of the University of California. 1976. 17 Cal, 3d 425, 551 P. 2nd 334, 131 Cal 
Rptr. 14. 

40. Wachtel PL. On the limits of therapeutic neutrality. Fortieth Anniversary Conference of the 
William Alanson White Institute Symposium: from neutrality to personal revelation: patterns of 
influence in the analytic relationship. Contemp Psychoanalysis. 1986;22(l):60-70. 

41. Winnicott DW. Hate in the countertransference. In Branded JR, ed. Countertransference in 
Psychotherapy with Children and Adolescents. Northvale, N.J.: Jason Aronson; 1992. 



Permission to repost or reprint any material on this site must be obtained by contacting the Webmaster. 







Select Your Destination- -> 


\'\B 



Webmaster: Heather Orey 
webmaster(a),mhsource. com 

Copyright 1995- 1 998 CME . Incorporated 



o 

ERIC 



07/17/98 15:34:55 



U.S. Department of Education 

Office of Educational Research and Improvement (OERI) 
National Library of Education (NLE) 

Educational Resources Information Center (ERIC) 

N ^ !e2 ^ REPRODUCTION RELEASE 

(Specific Document) 

1. DOCUMENT IDENTIFICATION: 


<s> 


ERIC 




Title; CGuAjeU FcV' O j£v^Ca<vvv.S I/O' OrKt *3 GTH-e* ^VM r CA.'<icJ /^6 ^cjiaa+5 „ 1 

fA<Xj CY CWtU 0^ VJ SvVCv SrU^CArtaJ Ar^ l v '“ < r > 


Authors): 


Corporate Source: 


Publication Date; 

iw 


II. REPRODUCTION RELEASE: 



In outer to disseminate as widely as possible timely and significant materials of interest to the educational community, documents announced In the 
monthly abstract journal of the ERIC system, Resources in Education (RIE), are usually made available to users in microfiche, reproduced paper copy, 
an electronic media, and sold through the ERIC Document Reproduction Service (EDRS). Credit Is given to the source of each document, and if 
reproduction release is granted, one of the following notices is affixed to the document. 



If permission is granted to reproduce and disseminate the identified document, please CHECK ONE of the following three options and sign at the bottom 
or me page. 



The sample sticker shown below will be 
affixed to all Level 1 documents 


The sample sticker shown below will be 
affixed to all Level 2A documents 


The sample sticker shown below wDI be 
affixed to ad Level 2B documents 


PERMISSION TO REPRODUCE AND 
DISSEMINATE THIS MATERIAL HAS 
BEEN GRANTED BY 




PERMISSION TO REPRODUCE AND 
DISSEMINATE THIS MATERIAL IN 
MICROFICHE, AND IN ELECTRONIC MEDIA 
FOR ERIC COLLECTION SUBSCRIBERS ONLY. 
HAS BEEN GRANTED BY 




PERMISSION TO REPRODUCE AND 
DISSEMINATE THIS MATERIAL IN 
MICROFICHE ONLY HAS BEEN GRANTED BY 


J* 




A* 






c/ 








Jt- - 

cJs> 


TO THE EDUCATIONAL RESOURCES 
INFORMATION CENTER (ERIC) 




TO THE EDUCATIONAL RESOURCES 
INFORMATION CENTER (ERIC) 




<3 

TO THE EDUCATIONAL RESOURCES 
INFORMATION CENTER (ERIC) 


1 




2A 




2B 


Level 1 

t 


Level 2A 

t 


Level 2B 

1 


0 


□ 


□ 



Check here for Level 1 release, permitting reproduction 
and dissemination in microfiche or other ERIC archive! 
media (e g., electronic) and paper copy. 



Check here ter Level 2A release, permitting reproduction Check here for Level 20 release, permitting 

and dis^rr^vatkin In microfiche end In electronic media reproduction and dissemination In microfiche only 

for ERIC archival cofiecbcn subscribers only 



Documents win he processed as Indicated provided reproduction quality permits. 

If permission to reproduce is granted, but no box la checked, documents wil be processed at Level 1 . 



Sign 

here,-* 

please 

O 

ERJC 

coo® 



t hT° E o^ C ^T a i 1 Re ^!!f rCe .t ,nfo 5" a£ ®° Cent9r ( £RIC ) nonexclusive permission to reproduce and disseminate this document 
ab ? ve - Reproduction from the ERIC microfiche or electronic media by persons other than ERIC employees and its system 

^ *** copyri9ht holder - Excepflon is made for non-profit reproduction by libraries and other service agencies 
to satisfy information needs of educators in response to discrete inauiries. 

T—/U —A c n / 




Printed Nafne/PosftJon/TItte: T 


)0Kr> ArT-tUavv^ 






E-Mail Address: 


°“4h°W 



TZSZ0Z9C0 1 XVd Ti: ST IHd 



(over) 

66/ZO/tO 



Vdd 0R0 




